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health policy . This may explain why one of the most dominant
frames through which to understand the rural health ‘problem’  is
the discourse of the ‘rural GP shortage’ (in some countries, GPs are
called family physicians or practitioners).

From a Foucauldian perspective, discourse ‘lays down the
'conditions of possibility' that determine what can be said, by
whom, and when’ . Discourse as a ‘group of statements which
provide a language for talking about [and] a way of representing
knowledge about – a particular topic’ :

governs the way that a topic can be meaningfully talked about
and reasoned about. It … influences how ideas are put into
practice and used to regulate the conduct of others. Just as a
discourse ‘rules in’ certain ways of talking about a topic,
defining an acceptable and intelligible way to talk, write or
conduct oneself, so also, by definition, it ‘rules out’, limits and
restricts other ways of talking, of conducting ourselves in
relation to the topic or constructing knowledge about it .

In Australia, the rural GP shortage discourse carries significant
social power. By maintaining focus on the primacy of medicine’s
role in the delivery of primary health care, it draws upon and
reinforces the aforementioned health workforce hierarchy, which
Vanstone and Grierson argue is a particularly effective mechanism
for organising power and stratifying the interests of different actor
groups .

The discourse of the rural GP shortage (re)produces a dominant
perception in Australia: that primary care is synonymous with GPs,
which we argue is a limiting view. Primary care is the healthcare
people seek in community, which can be provided by GPs, nurses
and allied health professionals . The medical workforce emphasis
is seen in rural health policy  and primary care spending , with
53% attributable to GP attendances and only 10% to allied health.

In other settings, nurses are more extensively utilised; for example,
95% of general practices in the UK employ practice nurses
compared with 65% in Australia . This may be attributable to
differences in funding mechanisms and flexible workforce used in
each country – capitation compared with predominantly fee-for-

construction of primary care as general practice, reinforced by the 
rural GP shortage discourse, is further enabled by how funding and 
resources are organised to position GPs as the financial 
gatekeepers of other primary care service providers (via referral 
contingent mechanisms) and reinforced in the training of health

professionals . Alternatives have been proposed – for example,
the Rural Area Community Controlled Health Organisations
model  inspired by that of Aboriginal Community Controlled
Health Organisations, which are exemplars of multidisciplinary
primary care – and others are being trialled, for example the 4Ts
project in NSW . However, much of the funding remains tethered
to GPs, rather than drawing on independent mechanisms.

Framing the issue narrowly as a lack of GPs in rural communities
socialises policymakers and rural community members to think
that training more doctors will ensure that rural healthcare needs
will be sufficiently addressed. In response, countries like Australia,
for the last 30 or more years, have primarily focused investment of
public funds for the development of health workforce into
securing the supply, especially of medical doctors, for rural places.
Some of these investments support important aspects of
addressing the rural health workforce shortage. For example, the
Rural Health Multidisciplinary Training program represents a
significant investment in the rural student experience and clinical
placements through the University Departments of Rural Health
(nursing and allied health) and the Rural Clinical Schools (medical
students) . These educational and rural exposure components are
a longstanding and fruitful experiment – necessary, but insufficient
to achieve sufficient attraction and retention of health
professionals in rural places.

Relatedly, despite the well-known importance of a ‘good fit’ for
attracting and retaining health professionals to work and live in
rural places , often, little regard is given to the ‘fit’ of those who
are, for example, selected to train in rural places or who undertake
rural placements, for rural practice and rural ways of living . Public
investment in attraction and retention has received significantly
less attention than workforce development investments . While in
the past five years there have been some exceptions (eg the Rural
Health Workforce Support Activity program, which is implemented
by workforce agencies in the states and territories to support
healthcare organisations in workforce planning, providing
attraction incentives and funding access to training for rural-based
doctors and other health professionals ), there remains a
significant gap in investment between development of health
workforce and attraction and retention strategies. This has led to
counterproductive internal competition for resources when those
vested in rural health should be united to secure political and
financial commitment to redressing serious spatial healthcare
injustice for rural communities.

In the process of implementing a funded 2-year pilot of the Attract
Connect Stay (ACS) – Community Connector Program (CCP) in rural
Australia , the authors closely observed the effects of the rural
GP shortage discourse. In this commentary, we are interested in
what the rural GP shortage discourse has meant for bottom-up,
grassroots community development approaches to strengthening
the rural health workforce, like CCP, and top-down supports for
improving rural healthcare quality. We explore how well the frame
of the rural GP shortage marries with rural residents’ current health
and social care needs, and the circumstances of rural GPs. We
propose implementing several multi-level actions to further
stimulate and promote a much-needed shift in discourse and
power to alter investment and lead a future re-imagining of the

Context

Enduring inequities in rural healthcare provision, underpinned by 
an inadequately sized and fit-for-purpose workforce, are well 
known to those invested in or tasked with supporting the 
sustainability of rural communities1-3. Complex and interrelated 
issues contribute to the challenges of maintaining a strong rural

1,4,5health workforce . As recent government inquiries in Australia 
highlight, an inadequate health workforce has wide-ranging and 
fundamental consequences for the health and wellbeing of rural 
residents6.

The challenges in addressing rural health workforce issues coalesce 
with those related to disrupting the health professional hierarchy, 
in which medicine, as a broad discipline, remains dominant7 with 
status and resources more concentrated in high-profile medical 
specialities. In Australia, the dominance of medicine has provided 
the medical profession with considerable political influence in rural

8

1

9

10

11

12

13
14 13

15

15service reimbursement . In the Netherlands, primary care 
represents 90% of all health care delivered, with practice nurses 
actively involved in chronic disease management and mental 
health care, and having some diagnostic and prescribing roles15, 
while direct access to physiotherapy is common16. Moreover, a 
review of nurse-led clinics identified increased patient satisfaction 
and improved access to care17. However, in Australia, the 
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rural health workforce. While the context of focus is Australia, the
issues described are commonly experienced worldwide, in both
high- and low-income countries, making the lessons learned
relevant to other settings.

Issues

When considering rural communities’ health and social care needs,
there is a disconnect between these needs and the dominant
perception that GPs alone are the workforce required. In Australia,
a higher proportion of older people live outside metropolitan
areas, with one in three people aged 65 years or over residing in
rural and remote regions . Consequently, the need for aged care
services and support is higher in these communities compared to
metropolitan areas. Disability rates are also higher in rural and
remote regions, with 23.1% of residents experiencing a form of
disability compared to 16.4% of residents living in major Australian
cities . This includes children with learning and other forms of
disability who are entitled to a range of educational supports .
Rural and remote residents experience greater rates of injury and
hospitalisation , for which intense, often longer-term
rehabilitation care is required. People outside metropolitan areas
also have higher rates of chronic and mental health conditions
that need a range of social, emotional, occupational and health
supports. Such issues have become the most significant challenge
to healthcare provision , and current evidence demonstrates
that the best way to address these multifaceted and complex
needs is through a combination of medical, nursing and allied
health expertise  (ie through multidisciplinary team care).
However, this healthcare needs profile has developed since
Australia’s universal health insurance scheme (the Medicare
Benefits Scheme (MBS)) was established. To date, this scheme has
seen only piecemeal adjustments rather than a reorientation that
would enable full mobilisation of the health workforce.

Nurses constitute the largest workforce in rural and remote
Australia . As a profession, nursing is closely aligned with
medicine, and its practitioners can perform a range of tasks that a
GP would normally perform . Given the large size of the nursing
workforce, and the high levels of organisation and unionisation,
significant investment has been made in rural training programs,
pipelines and specialist credentialing pathways to enhance access
to health care in rural places. Despite these developments, there
remains sustained resistance from broader medical professional
bodies, in which we argue the views of specialists rather than
community-orientated GPs are privileged, to enabling other health
professionals, specifically nurses , to work to their full scope of
practice. It is claimed by some in the medical fraternity that new
nurse roles like that of nurse practitioner represent a ‘dumbing
down’ of medical expertise that will lead to the delivery of an
inferior service .

In Australia, allied health professions include ‘therapy’ and ‘science’
disciplines , such as creative art therapists, dietitians, exercise
physiologists, occupational therapists, physiotherapists, podiatrists,
psychologists, social workers, speech therapists, audiologists,
medical imaging specialists, optometrists and sonographers. Allied
health professionals are a vital resource in delivering quality,
comprehensive and community-responsive health care . In the
Australian health sector, allied health constitutes the second-
largest clinical healthcare workforce . While all health professional
groups are maldistributed in Australia, maldistribution is more
severe within allied health professions .

Collectively, allied health professionals are renowned for being
collaborative practitioners and have diverse and flexible scopes of
practice to meet the needs of many client groups . While these
wide scopes of practice are ideally suited to addressing the
multiple complex needs observed in rural settings, permeable
professional boundaries have had the unintended consequence of
undermining the allied health professions’ power and authority.
For example, the allied health workforce has been less successful
than medicine in ‘promoting, expanding and protecting their
resources and autonomy through distinction and legitimising
practices’ . Consequently, allied health has less influence over
decisions about how primary care funding is distributed . The
historical roots of this power dynamic lie in how gender as a power
relation is embedded within the health workforce
hierarchy . Medicine as a profession is considerably older and
entrenched with gender beliefs that continue to advantage men
over women , whereas allied health, as a collective of professions,
is comparably younger and women-dominated, which, within a
structure that assigns professional authority, respect and prestige
along (binary) gender lines, subjugates the perspectives and
interests of allied health practitioners.

In explicating how nursing and allied health professions are
positioned within the rural GP shortage discourse, it is important
to emphasise that the circumstances of rural GPs are also
obfuscated. Rural GPs often have long waiting lists and promote
the importance of collaborating with other health and social care
professionals to help meet their patients’ needs and view
multidisciplinary collaborations as the best way to maximise
patient outcomes. Yet these realities, and the desire of many rural
GPs themselves to work in a multidisciplinary care team
environment, are rendered largely invisible through the current
framing of the issue, which is driven by broader power struggles.  

Lessons learned

During its implementation, the CCP pilot was found to be far more
challenging to mobilise a community around the need to attract
and retain allied health or specialist nursing workforces. The focus
of the residents and businesses in rural communities in NSW that
we met while scoping for pilot sites, like the prevailing discourse,
was squarely on GPs, even in situations where the services needed
by the community could be offered competently and safely by
other health professionals. The discourse of the rural GP shortage
limits broader understanding, at both the political and community
levels, about the skill sets required to provide quality primary care
and how rural residents’ health and social care needs can be most
efficiently met. To shift this framing and the resulting situation,
investment is needed to develop sustainable models of primary
care that work for rural communities and strategies for preparing,
attracting and retaining a range of health professionals, not
exclusively doctors. We must promote an alternative discourse
focusing on the capabilities and skills required to meet rural client
healthcare needs rather than which profession(s) should provide
those services .

Strategic actions at different levels in the system can stimulate and
support this shift and alter the current discourse. At the meso
(group) level, we suggest representative bodies of allied health
professions collaborate with rural communities to develop a
broader understanding of and support for different ways of
providing health and social care. Clear messaging to communicate
that ‘different’ does not mean ‘inferior’  is needed. To achieve the
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best possible outcomes, it is critical to articulate the match-up
between rural health and social care needs and the expertise of
different groups of health professionals. At the structural (systems)
level, the full scope of allied health and nursing professional
capabilities must be enabled so that these professional groups can
provide maximum benefit to rural communities. For example,
youth and sexual and reproductive care-orientated health and
social services have demonstrated the strengths of nurse-led
models in providing responsive and holistic health care . The
key barrier to implementing nurse-led care models is structural, as
care provided by nurses is generally not subsidised by Australia’s
MBS, which, until recently, primarily reimbursed services provided
by doctors. This has resulted in the costs of operating nurse-led
healthcare models being largely unsustainable in rural
communities .

The MBS’ dominant focus on GPs has made them gatekeepers of
the primary healthcare dollar and the primary decision-makers for
community-based healthcare. GPs are responsible for making
referrals to specialist services, releasing funding for nursing and
allied health services, multidisciplinary team care and coordinating
access to them. Australia’s GPs are also pivotal in providing review
and documentation to support access to multiple schemes such as
the National Disability Insurance Scheme (NDIS) and Motor
Accident Compensation Scheme. This system positions nursing
and allied health at the periphery, relying heavily on medical

professionals, and does not take into account the contexts in
which rurally based GPs are practising.

The introduction of Australia’s NDIS has challenged the central role
of GPs in individuals accessing allied health services. However, to
access NDIS, individuals first need to undergo a range of specialist
and specialised allied health assessments – and to access these
diagnostic services a GP referral is required . Moreover, while it is
possible to access allied health services privately (cost incurred by
the consumer) without a GP referral, this is not a common option
in rural Australia due to higher levels of socioeconomic
disadvantage and a lack of private services as a result of ‘thin
markets’ .

Work towards our recommended actions has already begun, as
demonstrated by the programs and policies encouraging rural
generalism and multidisciplinary care . Such approaches
encourage GPs, nursing and allied health professionals to work to
the top of their scope of practice . However, greater political
courage is still needed to create a healthcare system that
acknowledges and endorses the use of the complete range of
health professionals, fully utilising their skills and capabilities, as
fundamental to the rights and futures of rural communities.
Enabling multidisciplinary care in the rural context requires a
change in discourse and power that will produce different
investments so that, ultimately, it is attractive to come and stay
rural for a range of health professionals.

REFERENCES:
1 Cosgrave C. The whole-of-person retention improvement
framework: A guide for addressing health workforce challenges in
the rural context. International Journal of Environmental Research
and Public Health 2020; 17(8): 2698. DOI link, PMid:32295246
2 Gillespie J, Cosgrave C, Malatzky C. Making the case for place
based governance in rural health workforce recruitment and
retention: Lessons from Canada and Australia. Social Sciences &
Humanities Open 2022; 6(1): 100356. DOI link
3 National Rural Health Alliance. Evidence base for additional
investment in rural health in Australia. 2023. Canberra. National
Rural Health Alliance.
4 Cosgrave C, Maple M, Hussain R. An explanation of turnover
intention among early-career nursing and allied health
professionals working in rural and remote Australia - findings from
a grounded theory study. Rural and Remote Health 2018; 18(3):
4511. DOI link, PMid:30173537
5 Cosgrave C, Malatzky C, Gillespie J. Social determinants of rural
health workforce retention: A scoping review. International Journal
of Environmental Research and Public Health 2019; 16(3): 314. DOI
link, PMid:30678350
6 McDonald F, Malatzky C. Responding to health outcomes and
access to health and hospital services in rural, regional and remote
New South Wales. Journal of Bioethical Inquiry 2023; 20: 191-196.
DOI link, PMid:36862280
7 Bell AV, Michalec B, Arenson C. The [stalled] progress of
interprofessional collaboration: The role of gender. Journal of
Interprofessional Care 2014; 28(2): 98-102. DOI link,
PMid:24195679
8 Kenny A, Duckett S. A question of place: medical power in rural
Australia. Social Science & Medicine 2004; 58(6): 1059-1073. DOI

link, PMid:14723902
9 Hardy C, Phillips N. Discourse and power. In: D Grant, C Hardy, C
Oswick, L Putnam (Eds). The SAGE handbook of organizational
discourse. London: SAGE Publications, 2004; 299-317. DOI link
10 Hall S. The West and the rest: Discourse and power. In: T Gupta,
C James, C Andersen, G Galabuzi, R Maaka (Eds). Race and
racialization: Essential readings. Toronto: Canadian Scholars, 1992;
85-95.
11 Hall S. Foucault: Power, knowledge and discourse. In: M
Wetherell, S Taylor, SJ Yates (Eds). Discourse theory and practice: A
reader. London: Sage, 2001; 72-81.
12 Vanstone M, Grierson L. Thinking about social power and
hierarchy in medical education. Medical Education 2022; 56(1):
91-97. DOI link, PMid:34491582
13 Australian Institute of Health and Welfare. General practice,
allied health and other primary care services. 2023. Canberra:
Australian Government.
14 Commonwealth of Australia. Stronger Rural Health Strategy.
Canberra: Department of Health and Aged Care, 2021.
15 Freund T, Everett C, Griffiths P, Hudon C, Naccarella L, Laurant
M. Skill mix, roles and remuneration in the primary care workforce:
Who are the healthcare professionals in the primary care teams
across the world? International Journal of Nursing Studies 2015;
52(3): 727-743. DOI link, PMid:25577306
16 Scheele J, Vijfwinkel F, Rigter ME, Swinkels ICS, Bierma-Zeinstra
S, Koes B, et al. Direct access to physical therapy for patients with
low back pain in the Netherlands: Prevalence and predictors.
Physical Therapy 2014; 94(3): 363-370. DOI link, PMid:24092899
17 Randall S, Crawford T, Currie J, River J, Betihavas V. Impact of
community based nurse-led clinics on patient outcomes, patient

47,48

48

49

50,51

52-54

55



satisfaction, patient access and cost effectiveness: A systematic
review. International Journal of Nursing Studies 2017; 73: 24-33.
DOI link, PMid:28531549
18 Australian Institute of Health and Welfare. Medicare-subsidised
GP, allied health and specialist health care across local areas:
2019-20 to 2020-21. 2021. Canberra: Australian Government.
19 National Rural Health Alliance. 2022-23 pre-budget submission,
proposal 1 - Rural Area Community Controlled Health
Organisations (RACCHOs). 2022. Available: web link (Accessed 20
May 2024).
20 Collaborative Care. The 4Ts. 2024. Available: web link (Accessed
20 May 2024).
21 Commonwealth of Australia. Rural Health Multidisciplinary
Training (RHMT) program. Department of Health and Aged Care
2024. Available: web link (Accessed 20 May 2024).
22 Attract Connect Stay. [Home page]. 2023. Available: web link
(Accessed 15 May 2024).
23 Commonwealth of Australia. Department of Health and Aged
Care. Rural Health Workforce Support Activity. 2023. Available: web
link (Accessed 20 May 2024).
24 Attract Connect Stay Project Team. A novel strategy to address
complex workforce problems. 2023. Available: web link (Accessed 17
March 2023).
25 Australian Institute of Health and Welfare. Older Australians
living in rural and remote communities. 2021. Available: web link
(Accessed 15 May 2023).
26 Dintino R, Wakely L, Wolfgang R, Wakely KM, Little A. Powerless
facing the wave of change: the lived experience of providing
services in rural areas under the National Disability Insurance
Scheme. Rural and Remote Health 2019; 19(3): 5337. DOI link,
PMid:31554407
27 United Nations Human Rights Office of the High Commissioner.
Convention on the Rights of Persons with Disabilities. 2006. Geneva:
United Nations.
28 Australian Institute of Health and Welfare. Geographical analysis
of hospitalised injury and injury deaths data, 2017-18. Canberra:
Department of Health and Aged Care. 2021.
29 Australian Institute of Health and Welfare. Rural and remote
health - report. 2022. Canberra: Australian Government.
30 Baum F, Freeman T, Sanders D, Labonté R, Lawless A,
Javanparast S. Comprehensive primary health care under neo-
liberalism in Australia. Social Science & Medicine 2016; 168: 43-52.
DOI link, PMid:27639051
31 Angeles MR, Crosland P, Hensher M. Challenges for Medicare
and universal health care in Australia since 2000. Medical Journal of
Australia 2023; 218(7): 322-329. DOI link, PMid:36739106
32 Worley P, Champion S. Report for the Minister for Regional
Health, Regional Communications and Local Government on the
improvement of access, quality and distribution of allied health
services in regional, rural and remote Australia. Canberra:
Department of Health and Aged Care, National Rural Health
Commissioner, 2020.
33 Australian Institute of Health and Welfare. Health workforce
2022. 2022. Canberra: Australian Government.
34 Nancarrow SA, Borthwick AM. Dynamic professional boundaries
in the healthcare workforce. Sociology of Health & Illness 2005;

27(7): 897-919. DOI link, PMid:16313522
35 Ervin K, Reid C, Moran A, Opie C, Haines H. Implementation of
an older person's nurse practitioner in rural aged care in Victoria,
Australia: a qualitative study. Human Resources for Health 2019;
17(1): 80. DOI link, PMid:31675960
36 MacLellan L, Higgins I, Levett-Jones T. Medical acceptance of
the nurse practitioner role in Australia: A decade on. Journal of the
American Association of Nurse Practitioners 2015; 27(3): 152-159.
DOI link, PMid:24895143
37 Department of Health and Human Services. Allied health
professions. Melbourne: Government of Victoria, 2017.
38 Allied Health Professions Australia. What is allied health? 2023.
Available: web link (Accessed 15 May 2023).
39 Mickan S, Dawber J, Hulcombe J. Realist evaluation of allied
health management in Queensland: What works, in which contexts
and why. Australian Health Review 2019; 43(4): 466-473. DOI link,
PMid:30158050
40 Boyce R, Jackway P. Allied health leaders: Australian public
sector health boards and top management teams. Report to the
Victorian Department of Health and Human Services (Office of the
Chief Allied Health Advisor). Melbourne: Department of Health and
Human services, 2016.
41 Nancarrow SA, Booth A, Ariss S, Smith T, Enderby P, Roots A.
Ten principles of good interdisciplinary team work. Human
Resources for Health 2013; 11: 19. DOI link, PMid:23663329
42 Mackintosh N, Agarwal S, Gong Q, Briley A, Sandall J,
Armstrong N. Curating the digital space: Structural gate-keeping
and boundary work in maternity care. Qualitative Research in
Health 2022; 2: 100145. DOI link
43 Shannon G, Minckas N, Tan D, Haghparast-Bidgoli H, Batura N,
Mannell J. Feminisation of the health workforce and wage
conditions of health professions: An exploratory analysis. Human
Resources for Health 2019; 17(1): 72. DOI link, PMid:31623619
44 Burgess S, Shaw E, Ellenberger KA, Segan L, Castles AV, Biswas
S, et al. Gender equity within medical specialties of Australia and
New Zealand: cardiology's outlier status. Internal Medicine Journal
2020; 50(4): 412-419. DOI link, PMid:31211491
45 Moran A, Enderby P, Nancarrow S. Defining and identifying
common elements of and contextual influences on the roles of
support workers in health and social care: A thematic analysis of
the literature. Journal of Evaluation in Clinical Practice 2011; 17(6):
1191-1199. DOI link, PMid:20807287
46 Malatzky C, Bourke L. Re-producing rural health: Challenging
dominant discourses and the manifestation of power. Journal of
Rural Studies 2016; 45: 157-164. DOI link
47 Malatzky C, Hulme A. 'I love my job…it's more the systems that
we work in': The challenges encountered by rural sexual and
reproductive health practitioners and implications for access to
care. Culture, Health & Sexuality 2022; 24(6): 735-749. DOI link,
PMid:33541254
48 Dalton H, Cosgrave C, MacKinnon D. Teen Clinic - An integrated
primary healthcare model that improves access for young people
in rural communities. Australian Journal of Rural Health 2023;
31(6): 1050-1059. DOI link, PMid:37270707
49 Brignell A, Cox G, Ure A, Bernie C, Williams K. Identifying and
supporting autistic preschoolers and their families. Australian
Journal of General Practice 2021; 50(3): 115-119. DOI link,



PMid:33634276
50 Nancarrow S, Moran A. The allied health workforce paradox: the
coexistence of oversupply and unmet need. Proceedings of 13th
National Allied Health Conference; 5-8 August 2019. Brisbane: : The
National Allied Health Conference.
51 Kuipers P, Lakhani A, Jensen H. Responding to the 'thin'
markets of rural and remote disability services. Quantitative and
spatial analysis is part of the picture. Rural and Remote Health
2022; 22(2): 7011. DOI link, PMid:35570381
52 Department of Health and Aged Care. National Rural Generalist

Pathway. Canberra: Commonwealth of Australia, 2023.
53 Services for Australian Rural and Remote Allied Health. The
Allied Health Rural Generalist Pathway. 2023. Canberra: SARRAH.
54 Australian Institute of Health and Welfare. Use of chronic disease
management and allied health Medicare services. Canberra:
Australian Government, 2022.
55 Nancarrow SA. Six principles to enhance health workforce
flexibility. Human Resources for Health 2015; 13(9). DOI link,
PMid:26264184

YOU MIGHT ALSO BE INTERESTED IN:
This PDF has been produced for your convenience. Always refer to the live site https://www.rrh.org.au/journal/article/8734 for the 
Version of Record.




